The IACB was founded in 2005 by a group of bioethicists from around the world to advance thinking among Catholics on various emerging, unaddressed, or unsettled questions in bioethics. The IACB aims also to serve the common good by developing resources to promote ethical health care globally, with a concern especially for those whoaremarginalizedorvulnerable,andtosupportbioethicistswhocontributeto discussions regarding health care policies in their various institutions and countries. The900-year-oldOrderofMalta,oneoftwoequestrianorders recognizedbytheHoly See, supports the IACB materially and through encouragement and promotion of the IACB's activities. The Order respects and fosters the IACB's academic independence and values the IACB's deliberations in carrying out the Order's work in health care 
and humanitarian aid in a manner consistent with its mission of witnessing to the Catholic faith and serving the needy (tuitio fidei et obsequium pauperum).
The Colloquia of the IACB
ThemainactivityoftheIACBisorganizinginternationalandregionalcolloquia every two years to enable bioethicists to get to know one another, exchange perspectives and ideas, and work together to identify and articulate points of agreement and questionsthatrequirefurtherresearch,reflectionanddiscussion.Suchcolloquiahave been held in Toronto, Melbourne, London, Paris, Cologne, Philadelphia and Madrid. The next IACB international colloquium is being planned and will take place in Rome from June 9 to 14, 2013, on ethics and intellectual disability. The discussions duringtheIACBinternationalcolloquiaaresummarizedinvariousconsensusstatements, which have been published and made available online at the IACB website. They are on the topics of care of the frail elderly in the global context, 2 medically assisted nutrition and hydration, 3 the dignity of patients in health care systems that are appropriating business models of management, 4 stem research and regenerative medicine, 5 andthecareofpeoplewithAlzheimer'sdiseaseandrelatedprogressive cognitive impairments. 6 What follows is the latest consensus statement on the use of sedatives in the care of persons who are seriously ill or dying.
ThistopicwasdiscussedatthefifthIACBInternationalColloquiumheldin Philadelphia, USA, from July 10 to 14, 2011. About 50 bioethicists from 12 countries participated, representing various clinical sciences and specialties in health care, philosophy, ethics, law, canon law, theology, thanatology and pastoral care. Collectively participants had considerable expertise and experience in providing palliative care orreflectingonethicalandtheologicalissuesrelatingtothecareofpersonswhoare seriously ill or dying. The colloquium was sponsored by the American, Federal, and Western Associations of the Order of Malta in the USA and hosted by the National Catholic Bioethics Center and St. Charles Borromeo Seminary.
Process
This statement resulted from the collaboration of participants in the 5th IACB International Colloquium. Those who signed the statement contributed in some mannertodiscussing,writingandeditingvariousversionsofit.Thestatementreflects their views and is not intended to represent the position of the Order of Malta, the hostingorganizationsinPhiladelphia,oreverymemberoftheIACB.
Experts in various areas relevant to the topic of the colloquium were invited to write background papers that participants read prior to the colloquium. Daniel P. Sulmasy (USA), Paulina Taboada (Chile), Henk ten Have (USA and the Netherlands),Fr.TadeuszPacholczyk(USA),PierreMallia(Malta),and William L. Saunders Jr. (USA) were the authors. A number of other participants in the colloquium were asked to provide a response during the colloquium to one of these papers. These respondents were Edmund Pellegrino (USA), Sr. Alice O'Shaughnessy (USA), José Pereira (Canada), Sr. Nuala Kenny (Canada), Robert Barnet (USA), Fr. Paul Chummar (Kenya), Jos Welie (USA) and Bernadette Tobin (Australia), with input from Nicholas Tonti-Filippini (Australia).
After the author's and respondent's presentations on each paper, all the participants in the colloquium met in small discussion groups. The main points were summarizedandpresentedbyrepresentativesofthegroupsduringplenarysessions, and this was followed by further discussions. Fr. Joseph Tham (Italy), Ursula Sottong (Germany), Jaro Kotalik (Canada), Linda Scheirton (USA), Christine Jamieson (Canada), Bernadette Tobin (Australia), Bishop John Sherrington (UK) and Peter Gummere (USA) served as group representatives.
Theinitialdraftofthestatement,summarizingpointsofagreementamong all the participants in the colloquium, was prepared by William Sullivan (Canada) andJohnHeng(Canada).Thisdraftwasscrutinizedinsmall-groupdiscussionsand in two additional sessions of live editing by participants in the colloquium. Three subsequent drafts were circulated among these participants after the colloquium, and the helpful comments received from many of them were considered by a team of editorial consultants consisting of William Sullivan, Jos Welie, Bernadette Tobin, Robert Barnet, Fr. Kevin Belgrave (Italy) and Gerry Brungardt (USA). Accepted changeswereincorporatedintothefinalversionofthestatementbyWilliam Sullivan and John Heng.
Background of the Topic
From the beginnings of palliative care, medications with sedating effects have been used in the care of persons who are seriously ill or dying, resulting in a range in the depth and duration of sedation according to the needs of the patient for relief or management of pain or other symptoms and distress. The use of sedatives in this context is intended to provide as much comfort as needed by the patient, for as long as it is required, and not deliberately to hasten the patient's death. While the patient might sometimes die while sedated, the proportionate use of sedatives with the intention to relieve or manage symptoms and distress is a component of providing care to the patient and is ethically distinguishable from assisted suicide and/or euthanasia. There are numerous frameworks and guidelines that have been developed by health care institutions or groups of clinicians in different countries, mostly to do with continuous sedation. These are not consistent in terminology or the medical and ethical guidance that they provide. 10 Research has shown that patients, their families and other loved ones, health care workers and legislators are sometimes unclear about the ethical difference between euthanasia and the appropriate relief of symptoms and distress through the use of sedatives.
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At the same time, legislation has been passed in various jurisdictions, e.g., Montana,OregonandWashingtonstatesintheUSA,Belgium,Switzerland,the Netherlands, and Luxembourg, allowing for assisted suicide and/or euthanasia under certain conditions. In jurisdictions where this is not the case, advocates of assisted suicide and/or euthanasia often blur the ethical distinction between appropriate relief or management of distressing symptoms and distress through the use of sedatives and euthanasia. They argue that, if it is legal to allow the former, it should be legal to permit the latter.
Scope of the Statement
The participants refer in this statement to the use of sedatives for relieving or managing symptoms and distress rather than sedation, which is a term that could include deliberately rendering and keeping a person unresponsive and unaware in Trends in end-of-life practices before and after the enactment of the euthanasia law in the Netherlandsfrom1990to2010:arepeatedcross-sectionalsurvey. Lancet2012; 380:908-15. 9 This scenario has been associated with a practice called "early terminal sedation." Cellarius V. "Early terminal sedation" is a distinct entity. Bioethics2011;25(1): 46-54. 10 The background paper written by Henk ten Have for the colloquium noted this example:TheframeworkoftheEuropeanAssociationforPalliativeCare(EPAC),speaking about "therapeutic sedation," includes continuous deep sedation as an exceptional treatment if the patient is in the very terminal stages of illness; it also considers such sedation appropriate for severe existential suffering. The National Hospice and Palliative Care Organization (NHPCO) in the USA, on the other hand, does not specify continuous deep sedation as a separate form of palliative sedation and did not reach agreement on recommendations concerning existential suffering.
11 For example, a Canadian survey of medical specialists in Quebec in 2010 revealed that 48% of them thought that palliative sedation "can be likened to a form of euthanasia". Vogel L. Framework urges physicians to proceed with caution on palliative sedation. Canadian Medical Association Journal (CMAJ)2011; 183(2):174-5. order to hasten death, which would be euthanasia. In deciding to consider the use of sedatives generally in the care of persons who are seriously ill or dying, and not only for those who are imminently dying, participants wanted to avoid policies that are based on inexact estimates of the time of death and to place the emphasis in decision making on the aim or intention to relieve or manage symptoms and distress according to the condition and actual needs of patients. They also wished to indicate that the use of sedatives is one of a range of options for care throughout the illness of such patients and that such care, ideally, should be holistic and relational, and take into account the desire of patients and their families and other loved ones to prepare for death.
Catholic Principles
The statement proposes a framework for the ethical use of sedatives in the care of persons who are seriously ill and dying that is based on principles such as the intrinsic dignity and value of every human being, the unity of the whole person, humanfinitudeandthelimitsofmedicine,thecentralityofrelationshipsforhuman beings, and social justice. These principles were expressed first in philosophical language that engages a broad audience, and then, for Catholics, in terms of Church teachingsandtheologicalreflectionsthatsupportandbuildupontheseprinciples. Certain counter-positions were rejected, for example, the views that illness and dependency upon others undermine human dignity, that suffering and death lack meaning, and that care of the person who is seriously ill or dying can be reduced to a biomedical approach only.
Main Conclusions
The statement maintains that there is a clear ethical distinction between euthanasia, which always involves the intention to suppress consciousness as a means to hastening death, and the appropriate use of sedatives to relieve or manage symptoms and distress. Thestatementaffirmsthatlifeisagiftandthustheintentioninusingsedatives should never be to shorten life and hasten death for whatever reason. Moreover, consciousness remains a good for people who are seriously ill or dying, to enable them to maintain relationships, discharge their responsibilities and prepare for their death as much as possible. Thus it is appropriate to use sedatives to reduce consciousness when other means of relieving or managing distressing symptoms are unavailable, ineffective, exacerbate symptoms, or are unacceptable to the patient. Efforts should be made to ensure that people who are seriously ill or dying, and their families and loved ones,havesufficientresourcesforholisticcare,includingpastoralandspiritualcare.
Ontheotherhand,thestatementemphasizesthatrespectingthedignityof persons who are seriously ill or dying entails that they should have adequate care and support for relieving or managing intolerable symptoms and distress throughout their illness, including the use of sedatives. Health care workers should not be reluctant or toohesitanttousesedativeswhenthisisappropriateundertheconditionsclarified in this statement. The same ethical standards should apply to the use of sedatives as to any other form of health care intervention. In particular, the means used to relieve or manage symptoms or distress should be appropriate and proportionate to the condition and response of the person, which should be monitored. Physicians who prescribe and administer sedatives should be educated in the interdisciplinary nature of palliative care and receive appropriate training to understand and maintain the proper use of sedatives in the care of persons who are seriously ill or dying. Pain and Symptom Management200734(6):666-70 . One important reason for this restriction is that the last 2 weeks of life is the most commonly citedestimateinthemedicalliteratureforwhenforgoingmedicallyassisted("artificial") nutrition and hydration will most likely not shorten a dying patient's life. The prognosis of when death will occur for a particular patient, however, is inexact and often unreliable. The participants in this colloquium decided not to stipulate any restriction on the use of sedatives based on estimates of the time of death, but to place the emphasis rather on the intention to relieve or manage symptoms and distress and on the actual needs of individual patients.
possible.
13 Palliative care should be guided by compassion for patients and their families and other loved ones and by particular concern for those who are poor and vulnerable in society.
3. Sedatives, 14 which are medications that have the effect of reducing a person's responsiveness and awareness to varying degrees, are sometimes used in palliative care as a means to care for persons who are experiencing severe and intolerable symptoms and distress. 15 There are, however, a range of different practices involving the use of sedatives that have emerged in recent years, and various terms are employed to describe these practices. 16 Each of these terms impliesaspecificclaimregardingwhensedationis"appropriate"aswellas a stance on the ethics of euthanasia and assisted suicide. In this statement, to avoid confusion, we will refer generally to the use of sedatives in the care of persons who are seriously ill or dying and then specify conditions under which such use is ethical.
4. The ethical use of sedatives in the care of persons who are seriously ill or dying can be distinguished from euthanasia or assisted suicide. Euthanasia or assisted suicide is "an act or omission which of itself or by intention causes death, with the purpose of eliminating all suffering." 17 In euthanasia or assisted suicide, therefore, the intention is to hasten death, and the chosen means involve either creating a new lethal condition that ends the patient's life or forgoing proportionate life-sustaining measures. Sedation in a manner that does not amount to euthanasia or assisted suicide is both clinically achievable 13 Catechism of the Catholic Church. 2nd edition. Vatican City: Libreria Editrice Vaticana,2000,no.2279.Availableonlineathttp://www.vatican.va/archive/ccc_css/archive/ catechism/ccc_toc.htm. According to the World Health Organization (1990), palliative care is "an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening illness, through the prevention and relief of sufferingbymeansofearlyidentificationandimpeccableassessmentandtreatmentofpain andotherproblems,physical,psychosocialandspiritual."Forthefulldefinition,consult http://www.who.int/cancer/palliative/definition/en/.
14 Opiates (e.g., morphine, oxycodone and hydromorphone), which are used in palliative care to manage pain and other symptoms, can have a sedative effect but should not be used primarily for their sedative properties. The most common classes of medications used in palliative care for their sedative properties are psychotropic medications such as benzodiazepines (e.g., midazolam and lorazepam), barbiturates (e.g., phenobarbital), antipsychoticmedications(e.g.,chlorpromazineandhaloperidol),andincreasingly,anesthetic agents such as propofol, dexmedetomidine, and ketamine.
15 Symptoms and distress are sometimes difficult to distinguish. For example, symptomslikedyspnea,ordifficultywithbreathing,convulsionsanddeliriummightresult in anxiety and agitation.
16 Examples of such terms are palliative sedation, terminal sedation, proportionate palliative sedation (PPS) and palliative sedation to unconsciousness (PSU). See Claessens P,MentenJ,SchotmansPandBroeckaertB.Palliativesedation:Areviewoftheresearch literature. Journal of Pain and Symptom Management2008; 36(3):310-333. 17 John Paul II, Evangelium vitae (1995), no. 65. and may be helpful to patients who are in distress. Of grave concern to us, however, are practices that are presented as "appropriate" sedation but belie a wrongful intention to hasten death. For example, although the term palliative sedation to unconsciousness (PSU) does not necessarily imply the intention to shorten a person's life, some authors have used this term to refer to sedation with precisely this intention.
18

Ethical Framework
The following values and principles, and their implications, should inform the use ofsedativesinthecareofpersonswhoareseriouslyillordying:
5. Each human being, as such, has intrinsic dignity and worth and is a part of the human community. Each is created in the image and likeness of God and destined to live in eternal communion with God. The intrinsic dignity of persons who are seriously ill or dying and the value of their lives are not reduced by their loss of particular functions and abilities, illness, dependency or suffering. Thus they should be respected always and by everyone. Care providers should offer available means to improve the conditions of life of such persons and those of their families and other loved ones. Care providers should not intentionally hasten any patient's death, even if this is requested.
6. Every human being is a biological, psycho-affective, intellectual, social and spiritual unity. No human being is reducible to only a part or function of his orherbeing.Distressandsufferingafflictsthepersonandnotjusthisorher body. 19 Thus care that is provided to persons who are seriously ill or dying should take into account and address the well-being of the whole person. 7. Humanbeingsarefiniteandmortal.Pain,thelimitationsandlossesofillness, suffering, and dying are a part of the lives of every human being. Nevertheless,personswhoareseriouslyillordyingcanoftenfindhopeinsuffering through the solidarity and love that is offered to them by the community. In addition, for Christians, suffering is not something entirely negative. 20 Christians believe that sharing in the mystery of Christ's suffering on the cross enables the person who suffers to participate in Christ's redemptive work. (February 24, 1957) . 21 John Paul II taught, however, that, "while praise may be due to the person who voluntarily accepts suffering by forgoing treatment with pain-killers in order to remain fully lucid and, if a believer, to share consciously in the Lord's Passion, such 'heroic' behaviour Death, for Christians, is not annihilation but has meaning in light of the hope of eternal life that Christ's resurrection offers. 22 Thus care providers should be respectful of the mystery of suffering and death. Providing care to persons who are seriously ill or dying always involves acknowledging the presence of distress and suffering in patients and their families and other loved ones, recognizingtheimportanceofthemeaningthattheygivetosufferingand death, and offering hope and help when appropriate. 8. Consciousnessisintegraltohumanflourishingandremainsagoodforpersons who are seriously ill or dying. Thus care providers should protect and promote unclouded consciousness in patients whenever possible, especially to allow them to prepare for death. Care providers should suppress consciousness beyond the natural wake-sleep cycles only for very serious reasons.
9. Therapeutic decisions for persons who are seriously ill or dying should be guided by the same standards of good therapeutic practice that inform other areas of health care.
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Practical Recommendations
The Restoration:Interventionsshouldaimtorestoreapatientasmuchaspossible to a state of comfort and functioning.
Proportionality:Interventionsshouldbeassessedbothinproportiontothegoals of care being sought, such as to extend life, restore or maintain function, mitigate pain, relieve symptoms and distress, as well as to whether a given intervention is better suitedtoandmorebeneficialtotheintendedgoalthanotherpossibleinterventions. Decisions about such interventions should take into account both the expected likely benefitsandrisksofharmandburdensforthepatient.
Parsimony:Onlyasmuchofaninterventionasisneededtoachievethedesired response in the patient should be used.
Totality:Decisionsregardinginterventionsshouldaimatthetotalgoodofthe patientratherthanatthefunctioningonlyofaspecificpartofhisorherbody.
Discretion:Cliniciansshouldrecognizeandobserveboththelimitsoftheir own expertise and the limits of medical interventions. their journey. This entails, among other things, promoting good communication with patients and their families and other loved ones, such as disclosing the terminal nature of illnesses, helping to identify goals of care, offering early provision of palliative care, supporting informed participation in decision making to the extent of their capacity, involving their community when appropriate, and addressing spiritual and religious issues.
Conditions for the Ethical Use of Sedatives in the Care of People Who Are Seriously Ill or Dying
11. Persons who are seriously ill or dying should be offered adequate care and assistance throughout their illness for symptoms and the distress due to these symptoms. The use of sedatives may be offered when the patient's symptoms or distress are refractory and intolerable. In this context, "refractory" means that no adequate relief or management that does not reduce the patient's responsiveness and awareness can be achieved for the patient's symptoms or distress by any reasonable alternatives because they are unavailable, ineffective within the necessary timeframe, exacerbate symptoms or are unacceptable to the patient. Alternatives include non-sedating medications, and social, environmental, psychological and spiritual interventions. 12. Some requests for the use of sedatives are made in the context of a seriously ill or dying person's intense anxiety and distress over a loss of a sense of the meaning of his or her life, illness, and death, and the conviction that his or her life is no longer worthwhile. This is often referred to as "existential" or "spiritual" suffering. It can sometimes be experienced together with somatic orpsychiatricsymptoms,orwithoutthem.Suchdistressshouldberecognized and addressed, employing holistic interventions that are appropriate for the human dimensions of this sort of distress. Mild to moderate levels of sedation might, however, be appropriate in some instances when existential and spiritual distress is refractory and could sometimes play a secondary role in enabling holistic interventions.
Depth and Duration of Sedation
13. The depth and duration of sedation should be proportionate to the demands required by the patient's symptoms and distress, and to the condition and response of the patient. For example, a low level of persisting symptoms or distress calls for a low level and episodic duration of sedation. a. Decisions regarding the depth and duration of sedation must take into account the wishes of patients and their family and other loved ones to maintain awareness and lucidity. b. The administration of sedatives should be guided by the intention to relieve suffering and not by the intention to render the patient unaware and unresponsive. The severity and refractoriness of the patient's symptoms and distress, and the waning of his or her physical, mental and spiritual resources to bear such distress, however, might justify ever deeper and longer levels of sedation, even though the patient might be rendered unaware and unresponsive as a result of such sedation, and might die while in that state. Nutrition and Hydration (2007) clarifiedthatmedicallyassistednutritionandhydrationisinprinciple "ordinary" and proportionate, while not excluding the possibility that such an intervention might become "extraordinary" and disproportionate if it were "excessively burdensome forthepatient"orwhenitmight"causesignificantphysicaldiscomfort."Thebishopsof the USA approved an ethical directive that states, "In principle, there is an obligation to provide patients with food and water, including medically assisted nutrition and hydration for those who cannot take food orally. This obligation extends to patients in chronic and presumably irreversible conditions (e.g., the 'persistent vegetative state') who can reasonably beexpectedtoliveindefinitelyifgivensuchcare.Medicallyassistednutritionandhydration become morally optional when they cannot reasonably be expected to prolong life or when theywouldbe'excessivelyburdensomeforthepatientor[would]causesignificantphysical discomfort, for example resulting from complications in the use of the means employed.' For instance, as a patient draws close to inevitable death from an underlying progressive and fatal condition, certain measures to provide nutrition and hydration may become excessively burdensome and therefore not obligatory in light of their very limited ability to prolong life or provide comfort." (Revision to United States Conference of Catholic Bishops, Ethical and Religious Directives for Catholic Health Care Services, fourth edition, 2001, no. 58, approved in November, 2009.) reasonable alternative options for care. In policies and decisions regarding the allocation of resources, therefore, priority should be given to ensuring that persons who are seriously ill or dying, and their families and other loved ones,havesufficientresourcesforholisticcare,suchasthosetoenhanceliving environments, psychological and psychiatric support, social support, and pastoral and spiritual care.
18. Health care professionals and other caregivers who support persons who are seriously ill or dying should receive adequate training in palliative care, including the interdisciplinary nature of palliative care, which requires collaboration among various health professionals and caregivers to address the holistic needs of patients and their family and other loved ones. They should receive appropriate education and training for understanding and maintaining the proper use of sedatives in the care of persons who are seriously ill or dying.
Conclusion
In decisions regarding the use of sedatives in the care of persons who are seriouslyillordying,twoextremesmustbeavoided:(a)providinginadequaterelief for the person's symptoms and distress; and (b) administering sedatives when nonsedating alternatives have not been tried or in a deliberate attempt to hasten death.
Sedation should always be a proportionate response to symptoms and distress. Decisions regarding the use of sedatives for persons who are seriously ill or dying should consider each individual's overall good. Such decisions should be guided by a holistic approach to care giving, a commitment lovingly to accompany the person and his or her family and other loved ones throughout the illness, and a regard for their desire for an adequate preparation for death.
There is a clear ethical distinction between the appropriate use of sedatives and euthanasia or assisted suicide. This distinction is important and should be maintained. Euthanasia or assisted suicide always involves the intention to hasten a person's death. The appropriate use of sedatives aims to provide comfort to persons who are seriously ill or dying and can be achieved clinically in an ethically sound manner.
We urge society to collaborate in providing and promoting the best possible holistic care of persons who are seriously ill or dying and their families and other loved ones, so that their physical, psychological, existential, social and spiritual needs can be appropriately addressed. 
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